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F 371 ‘ 483.60(i)(1)-(3) FOOD PROCURE, : F 371 |

SS=E | STORE/PREPARE/SERVE - SANITARY I

| ()(1) - Procure food from sources approved or
| considered satisfactory by federal, state or local
| authorities.

(i) This may include food items obtained directly
‘ from local producers, subject to applicable State
i and local laws or regulations.
| (i) This provision does not prohibit or prevent
i facilities from using produce grown in facility
| gardens, subject to compliance with applicable

‘ safe growing and food-handling practices.

: (iii) This provision does not preclude residents
| from consuming foods not procured by the facility.

| (i)(2) - Store, prepare, distribute and serve food in
| accordance with professional standards for food
| service safety.

‘ (i)(3) Have a policy regarding use and storage of |

| foods brought to residents by family and other |

| visitors to ensure safe and sanitary storage,

| handling, and consumption.

‘ This REQUIREMENT is not met as evidenced
by:

| Based on observation and interview, the facility

‘ failed to serve hot food at or above 135 degrees
Fahrenheit (F) and failed to serve cold food at or
less than 41 degrees F for 1 of 2 resident meal

| services observed. l

' The findings included:

Observation on 6/12/17 beginning at 12:14 PM in
the dietary department revealed the resident
mid-day meal service was in progress and one
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| resident meal delivery cart had left the dietary
| department. Further observation revealed the

| F for the grilled chicken. Further observation

| revealed a pan containing shredded lettuce,

| table and was available to be served to the
residents. Further observation revealed the
for the shredded cheese.

Interview with the Assistant Dietary Manager

above 135 degrees F and failed to serve cold
food at or less than 41 degrees F.

chopped tomatoes, and shredded cheese stored
in a chilled pan on the counter behind the steam

Assistant Dietary Manager obtained 56 degrees F

confirmed the facility failed to serve hot food at or

| Assistant Dietary Manager obtained 113 degrees |
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